MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 3634{)4’?858'

DEPARTMENT OF PFUBLIC HEALTH AND WELFARE
L vy, ; R Jazx 5 .
Registration District No. ________ — —m==Primary Registration District No. ZZ_*=_=% "= __Registrar's No. __-

STATE FILE NUMBER

DO NOT WRITE
ON THIS STUB AMENDED

1. PLACE OF DEATH - 2. USUAL RESIDENCE (Whare daceassd lived. 1f imiifution: Residence before
a. COUNTY T O o sTATE/NLL A g owLd coumyqowe [l edrmission)
b. CITY {If outside co pornm limits, give TOWNSHIP only) Langth of stay in 1b c. CITY Inside Limirs
OR .
Sbllest ow West Plains Yo O No D
c. FULL NAME OF {If NOT In hopital, give location} Inside Limits d, STREET (If cutside, give location) Reside on Farm
HOSPITA ADDRESS

|Nsmur‘£?una_ P NWM; H Yes(Q No[J ' Yes [J Ne [

VS 300
Rev. 4/59

'etbS]
Ye/6 A~

DATE AMENDED

3. NAME'OF _DECEASED Firat Middle -~ - Last 4, DATE Month Day “Year

(Type or prinr mancb_ gme HWC/L DEO:TH ] 2 - 3 - 7 963
= . or on RAcE P " Married [J |8. DATE OF BIRTH | - AGE (last birthday) | IF UNDER | YEAR | IF UNDER 24 HR
?emale. ki Ze wisowss® " biveced O -72- 7840 93 UYearls ™ Il

10a. AI. OCCUPATIQN (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE [City and stiTe or :oumry) 12. CITIZEN OF WHAT COUNTRY
life, even if retired -Q N
gigﬂ i i ) lnonton, Midsouni U,SA.
13s, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME | 14. NAME OF HUSBAND OR WIFE

eas Nicks Annias Tod acob G. Heinnich

15, WAS DECEASED EVER IN U.5. ARMED FORCES? 14 SOCIAL SECURITY NO. INFORMANT Address

{Yes, no, of u:ﬂo_yvn)'[lf yes, glve war‘o—r':—!:tu of vervl SOpAJ.a C ! {aAan .JO E Z‘ ]O/LA mo .

18. CAUSE OF DEATH (Enter only one cause per line for (a), (b, and [c]. INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: COINSET AND DEATH

IMMEDIATE CAUSE (a)

DOCUMENT

Conditions, if any, DUE TO {b)
which gave rise To
above cause (a),
stating the under-
lying cause last. DUE TO ic)

PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bur not related 1o -tha terminal -PART 11l If deceasad was femala was
dispase condition givgn in PAREI (a} - there a pregnancy in last 90 days.

] O Yes l a Nu—l {] Unknown
19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE ] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART { or PART Il of item 18.}
[} |

PERFORMED?
YES[] NOLF

20¢. TIME OF Hour Month, Day, Yesr
INJURY s.m.
p.m.

20d. INJURY CCCURRED 20e. PLACE OF INJURY [e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE A1 WORK [] farm, factory, atreet, office bldg., ex.) .
NOT WHILE AT WORK [

Vi Vi
21. 1 attanded the deceased from. V4 ¢5;’ fn_ﬂs_,éé%_md last saw maliw on /45/4‘_3

Death occurred at 7_/0 /.pm on the date steted above, end to the best of my knawledge, from the causes s1ated.

i
22a. § URE =y (Degree gr title) E 22b. ADDJESS _— DATE S5IGNED
T Fre o R Gl s e

23a. BURIAL, CREMATION, b. DATE [ 23c. NAME OF CEMEIERY OR CREMATORY 23d. LOCATION (City, town, or county) (State}
REMOVAL fSpacify)

Ll 12-7- 79’63 B»La Snxun (emeteny Hoco Miq #}u
24. FUNERAL DIRECTOR “ADDRESS 2257 DATE RECO. 8/ LOCAL REG. |26, R ISIRARE‘SlcﬂA‘I
ﬁ éa y;

Robertson Funeral Home W. P., Mo.|/2-73-4&3 z.,

{Licensed Embaimer’s Siatement on Reverss Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT. BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision. : Dﬂ
Student Signed__// (; d‘£ f,z,@u
7 L—

Signature of Student Embalmer
Licensed Embalmer No. J L‘l H

P. Q. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). ‘

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




